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coat pocket it would, of course,

be impossible, even ever so
briefly, to epitomise the essentials
of diagnosis. Every practitioner
would be wise to keep on his
handiest shelf a copy of French’s
Index of “Differential “Diagnosis and
Leftwich’s Index of Symptoms, two
constantly useful books, to which
few need be too proud to refer,

In this booklet are summarised
a few simple reminders of points
that sometimes slip the memory, or
fail to present themselves to con-
sciousness at the right moment.
This is especially likely with the
symptoms of diseases of the nerv-
ous system, to which this book
is chiefly devoted. The art of
diagnosis, like those of treatment
and prognosis, is by no means an
exact one. Elements of judgment
and even of guessing enter into
it constantly, Probability is often
as near to truth as we can reach ;

IN this little book for the waist-






or not according to text-book
classifications.

Bewaryin diagnosingadisease
which is in fashion, or one
which you have recently been
reading about. Symptoms can
often be squeezed into a pre-
conceived picture. They should
make their own picture.

In diagnosing the cause of
pain, recall your anatomy.

Cultivate the habit of saying
to your patient nothingthatneed
be revoked, even theugh your
private diagnosis or prognosis
may need altering. Keep a -
backdoor open, or you will often
be unjustly cornered.

Remember that social position,
unattractive looks, middle age
and spinsterhood do not negative
pregnancy, But this diagnosis
should never be uttered until it
‘is beyond all doubt.

Remember that nearly all
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slightly and then to maintain a
“status quo.”

Tootk’s peroneal type of progres-
stYe muscular atrophy frequently
follows a febrile illness in child-
hood. Generally the first sign is
inability to elevate the big toe,
which hangs down. Very slowly,
the other muscles of the legs be-
come affected, and ultimately the
hands. There are no sensory dis-
turbances.

In peripheral neuritis, the affected
muscles are symmetrical. Super-
ficial and deep reflexes are at first
exaggerated, later disappearing.
Slow recovery is usual. See p. 28.

Progressive  muscular  atrophy
occurs in adult life.  Its onset is
insidious, the small muscles of the
hands being first affected, resulting
in “ claw hands.” Very slowly, the
other muscles of the arm become
affected, the affected muscles being
supplied by different nerves—all
those muscles in a given region
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accompanied with anaesthesia of
the legs. Friedreick's Ataxy is a
familial disease which generally
shows itself between the ages of
6 and 15. Ataxia begins in the
legs, and slowly and insidiously
progresses to the arms and body.
Ultimately  paraplegia results.
There are no sensory disturbances.
Knee-jerks are absent. Generally
some .deformity results. The big
toe is often fixed in an upwardly
flexed position (Hallux erectus).

In adult life, the chief causes ot
spastic paralysis are the follow-
Ing:—

Disseminated sclerosis generally
first appears between the ages of
20 and 4o. It 1s marked by
intention tremor (generally most
marked in the arms, the head and
neck being unaffected), the com-
mon signs of spastic paraplegias,
nystagmus, a spastic or ataxic gait,
exaggerated knee-jerks, ankle-
clonus, and slow, staccato, scanning
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and feet. It is increased on
voluntary movement, and dis-
appears during rest. The facial
muscles often exhibit a curious,
rapid, irregular twitching.

Chronic hemiplegia, and certain
other cerebral conditions, often
cause clonic contractions of great
rapidity, and should be borne in
mind.

Disseminated sclerosis affords the
most striking instance of intention
tremor—that is, tremor only ac-
companying, or greatly increased
during, voluntary movements. The
arms are most strikingly affected
in this way. The oscillations
increase in ratio to the degree of
precision needed and aimed at.
The characteristic signs of this
disease are epitomised on page 23.

Various ataxias, such as cere-
bellar ataxy and Friedreich’s ataxy,
often produce an intention tremor ;
but the ataxia should help to show
the nature of the disease.
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A FEW
EYE MEMORANDA.

Acute Inflammation.—1It is
important early to recognise iritis

and glaucoma, both of which are
sometimes confused with con-
junctivitis.  In iritis, the ciliary
vessels are injected and dull red,
the congestion being most notice-
able at the corneo-sclerotic margin,
and not disappearing on pressure ;
whereas in conjunctivitis it is the
conjunctival vessels which are in-
jected bright red, the congestion
being most noticeable away from
the corneo-sclerotic margin to-
wards the circumference, and les-
sening on pressure.  In iritis,
the conjunctival lining of the
lids is not inflamed. In glaucoma,
both sets of vessels, conjunctival
and ciliary, are congested, and the
cornea is hazy and insensitive
(whereas it generally remains clear
and sensitive in iritis and conjunc-
tivitis). = The iris is injected in
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glaucoma and iritis, but retains its
colour in conjunctivitis.  The
pupil is active and black in con-
junctivitis, but inactive or fixed in
iritis and glaucoma, being small
in iritis and dilated in glaucoma.
In iritis, the iris is apt to become
adherent to the lens at various
points round the edge of the pupil,
which thus looks irregular in out-
line when dilated by atropine.
Glaucoma generally occurs after
middie age, and is quickly marked
by increased tension, pain, and
rapidly failing vision. The eye
feels hard to the touch. Remem-
ber that atropine is essential in
iritis, fatal in glaucoma. |
Failing Vision.—It is import-
ant early to recognise progressive
optic atrophy and toxic amblyopia.
The latter is  distinguished by
gradually deteriorating vision—
equally in both eyes ; the field of
vision not being contracted. There
is generally a small blind central
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DEAFNESS.

Rinné’s Test.—Strike lightly
a tuning-fork which vibrates 256
times a second, furnished with a
flat foot-piece. Hold the foot-
piece against the mastoid process.
of one side. Immediately the
patient indicates that he no longer
hears the sound hold the tuning-
fork close to his ear without
touching it. If, with a defective
ear, the sound is then heard again
(positive Rinné), labyrinthine deaf-
ness is indicated ; if it is not heard
(negative Rinné), some trouble in
the outer or middle ear is pro-
bable. In a normal ear, a positive
Rinné is given.

Weber’s Test.—This is of
value when deafness is one-sided.
Hold the foot-piece of the vibrat-
ing tuning-fork against the middle
of the patient’s forehead. If the
patient hears the sound best on
the deaf side, the trouble is in the
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consists in hydrolysing the urine,
having removed any sugar by fer-
mentation, by boiling it with dilute
hydrochloric acid, neutralising the
excess of acid with lead carbonate,
adding iri-basic lead acetate, and
then treating with phenylhydra-
zine. A positive reaction consists
in the formation of a golden de-
posit of hairlike crystals arranged
in sheaves, easily soluble in dilute
sulphuric acid.) Too much reli-
ance, however, must not be placed
in this test, unless clinical symp-
toms are also taken into account.
Persistent and increasing jaundice
with wasting and without much
pain, in middle age, 1s nearly
always malignant in causation.
Always examine for rectal cancer.

In Cirrhosis, the edge of the en-
larged liver is even and without
nodules. The history is important.
The surface may be hobnailed.
Generally much ascites. Pyrexia
may occur with jaundice, whatever
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A FEW URINE POINTS. -

Sugar in Urine.— Fehling’s
test is usually the most satisfac-
tory 3 but, if the urine is strongly
alkaline, it should be made slightly
acid by adding acetic acid. Mix
in a test tube equal quantities of
the two Fehling solutions, and
boil. In a separate tube boil a
little of the urine. Add a few
drops to the heated mixed test
solution, and boil again. A red
deposit indicates glucose.

Legal’s Test for Acetone.—
Pour into a test tube § c.c. of urine.
Add about ten drops of liquor
sodze, then a similar amount of
fresh nitro-prusside solution, and
lastly a few drops of strong acetic
acid. If acetone is present, the
reddish-brown colour produced by
the nitro-prusside solution is deep-
ened on the addition of the acetic
acid. If acetone is absent, the
colour disappears when the acid is
added. When glycosuria has been
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detected, the test for acetone
‘should be applied at frequent
intervals, Its presence with sugar
indicates a much graver stage than
does the presence of sugar alone.
Improvement may best be gauged
by the diminution of acetone.
Acetonuria  without glycosuria
often occurs whenever there is
carbohydrate lack, as in gastric
ulcer, persistent vomiting, etc.
Heematuria.—When the blad-
der or lower urinary tract is the
seat of the haemorrhage, the urine is
coloured bright red, unless the
blood has been retained in the
bladder for some time, when it
may be dark-coloured. When
the first urine passed 1is stained
red, the remainder being clear,
the heemorrhage is probably pros-
tatic or wurethral. 'When the
reverse occurs, the bladder is the
probable source of the blood,
Blood from the kidney generally
produces smoky urine. If the
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guiacum and ozonic ether test
showsblood to be present, a micro-
scopic examination of the deposit
obtained by centrifuging the urine;
a complete physical examination of
the heart, lungs, liver, testes, etc. ;
a thorough rectal examination ; a
careful cystoscopic examination,
and an examination by skiagraphy
are all essential if an accurate
diagnosis is to be obtained.

The guiacum and ozonic ether
test consists in adding two drops of
tincture of guiacum to about one
inch of urine in a test tube, and
then carefully adding, without
shaking, about an inch of ozonic
ether. If blood is present, a blue
colouration appears where the
fluids meet. This colour is not
diffused throughout the mixture,
as happens when iodides are
present.

Acetic Acid Test for Albu-
m>n.—Pour into a test tube
urine to occupy three-fourths of
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Only by Trial and Experiment
!c:m a just opinion of the quality
fof ENGQG’S ** Fruit Salt” be formed.

ENO’S “ Fruit Salt ” is a pleasant, effervescent,
saline laxative, consisting essentiaily of com-
binations of alkalies with fruit acids. Salts
such as sulphate of soda and the magnesium
compounds are excluded. The best obtainable
raw materials alone are used, and the product
is analysed by our chemists at every stage of
manufacture. Its agreeable taste owes nothing
to artificial sweetening or flavouring agents,
The utmost care is taken to ensure complete
and uniform solubility ; and this takes place
without any stirring or shaking.

It is claimed that in ENO’S “ Fruit Salt ” we
have a palatable and thoroughly efficient agent
for the removal of excessive intestinal bacteria,
and of those protein decomposition products
to which so much illness—minor and major—
18 ultimately due.

A Sample Bottle of ENO’S *“Fruit Salt” will be
sent free to any Medical man upon application
to J. C. ENO Ltd.,, Victoria Embankment,
London, E.C.4.
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